Sir,

Ear deformities, especially prominent ears, are relatively common; their incidence is approximately 5% in the Caucasian population. This condition is related to an autosomal dominant gene and is usually caused by a combination of two defects: Conchal cartilage hypertrophy and a defect in the development of antihelix fold. Several surgical techniques and tactics have been described for the correction of these two major defects. For the underdevelopment of antihelix, we have used a combination technique: Mustardé with sutures, associated with a variation of the usual scoring technique (described for Stenström) that uses the principle of Gibson and Davis, to minimize the trauma and complications.\[[@ref1][@ref2][@ref3][@ref4]\]

Our technical variation to create a new antihelix fold was performed in an anterior approach. First, we marked the limits of the new antihelix fold with a needle and ink. After a small incision of 5 mm over the crus superior of antihelix \[[Figure 1a](#F1){ref-type="fig"}\], just behind the helix margin, we dissected the skin of the cartilage with iris scissors \[[Figure 1b](#F1){ref-type="fig"}\]. Through the space formed, we proceeded using our technique variation: With a 15^°^ Beaver blade (Beaver-Visitec, Inc., Waltham, MA, USA) sufficiently small to be introduced in this little incision, we made three parallel incisions in the anterior perichondrium \[Figure [1c](#F1){ref-type="fig"} and [d](#F1){ref-type="fig"}\], replacing the scrapes used in usual techniques. These incisions were made with a reverse movement after introducing the blade in the space formed. Thereafter, we closed the small incision with a simple point with 6-0 Mononylon suture (Ethicon, Inc., Somerville, NJ, USA). Finally, we associated the technique with Mustardé points with 4-0 Mononylon suture (Ethicon, Inc., Somerville, NJ, USA) on the posterior surface of the cartilage.

![(a) 5 mm incision; (b) dissection with iris scissors; (c) Beaver blade introduction to make three parallel incisions in the perichondrium; (d) detail in the finish of incision](IJPS-46-592-g001){#F1}

The wounds were closed with a bandage for 7 days. Follow-up appointments were made at the end of the 1^st^ week, 1 month, 3 months and 6 months. We analyzed the presence of edema, hematoma or epidermolysis. We used this tactic variation in six patients and found that they all had good results in the treatment of underdeveloped antihelix and no recurrence of the defect within 6 months postoperatively, nor any case of epidermolysis and post-operative hematoma (a common complication in the scoring technique). The scar on the anterior antihelix became almost undetectable in all patients in the postoperative evaluation at 6 months \[Figure [2a](#F2){ref-type="fig"} and [b](#F2){ref-type="fig"}\].

![(a) Anterior pre-operative and post-operative evaluation at 6 months respectively; (b) lateral pre-operative and post-operative evaluation at 6 months respectively](IJPS-46-592-g002){#F2}

Thus inour hands the variation in surgical technique used in this study for the treatment of antihelix defect in patients with prominent ears has proved to be safe and with good short-term results. The Beaver blade (Beaver-Visitec, Inc., Waltham, MA, USA) is necessary as it is of small size and can be effectively used to make the perichondreal incisions. Kaul and Patil have used other instruments with a similar technique for kwwping the post operative scar to minimum and reducing per operative trauma.\[[@ref5]\] We will continue to perform this technique in more patients and will follow the cases long-term to further show more results.
